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Introduction
Research repeatedly suggests that experiences and 
skills acquired early in life have a long lasting effect.1 
Many interventions that promote social-emotional 
well-being and preventing mental health problems 
in children and their caregivers are clinically sound 
and cost effective. 2  Social-emotional well-being is 
also seen as a crucial determinant of school readi-
ness, while school readiness is critical to educa-
tional and health outcomes.3 Research evaluating 
appropriate interventions and investigating the 
importance of school readiness makes a strong case 
for creating a system to monitor social-emotional 
development in the effort to improve the well-being 
of young children. Indicators are a key part of this 
monitoring system and promote accountability by 
providing decision-makers and researchers with 
information they need to understand and meet local 
and state needs, to assess the provision and quality 
of interventions, and to address gaps in services to 
young children and families. 
The ability to track and assess social-emotional 
development of young children in a community poses 
a special challenge to policymakers. For many other 
areas within early childhood it is possible to under-
stand the status and trends for child well-being at the 
population level. For instance, data on infant mortal-
ity, immunizations, and child welfare at the local, state 
and national level can be accessed to inform health 
promotion and prevention efforts. Currently, such 
multi-level data on social-emotional development for 
young children is not easily available. The challenge 
to quantify social-emotional wellness at a popula-
tion level stems in part from the lack of universally 
accepted indicators and infrastructure for collecting 
information in this domain of child development. 
This report addresses the process of creating a system 
of indicators for social-emotional wellness, examines 
recent state experiences in this area, and describes a 
framework for moving forward in the development 
of social-emotional indicators for state policymakers. 































































































































































































































































Figure 1: Spectrum of suggested social-emotional indicators
Infrastructure for Social-emotional Indicators
The success of tracking infant and other mortality 
rates, and using indicators such as those required 
by the Maternal and Child Health Bureau (MCHB) 
provides useful lessons for developing a system of 
indicators for social-emotional development.4
Indicators of social-emotional wellness should, as 
these indicators on infant mortality do provide an 
ongoing, accurate assessment of mortality or mor-
bidity. Most of these indicators are derived from 
information gathered by local agencies and then 
compiled into state, and sometimes federal, statis-
tics. The data sourced from reliable information 
then allow for identifying protective/risk factors, 
exploring disparities among populations, and track-
ing local, state, and national trends. Ideally, any 
system for indicators of social-emotional well-being 
would also contain this continuum of local, state, 
and national information. 
Historically, most child health indicators have 
focused on pathology or diseases, injury, and mor-
bidity and mortality. A proper monitoring system 
should also include indicators that focus on protec-
tive conditions (including systems or services) that 
are known to be effective in the promotion of well-
being. The social-emotional indicators presented in 
this document strive to provide information across 
the range of normal and at-risk conditions, as well 
as the systems and services in place for promotion 
and identification of need. Figure 1 shows proposed 
indicators along a spectrum of social-emotional 
well-being, including assessment according to expo-
sure to known risk factors. 
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States have used different vehicles to develop 
monitoring systems that examine the promotion 
of optimal child development. School readiness 
initiatives and Children’s Cabinets instituted by 
governors have presented indicator guidelines, some 
of which include promoting social-emotional well-
being.5 Guidelines for the State Early Childhood 
Comprehensive Systems (ECCS) grantees, funded 
by the Maternal and Child Health Bureau (MCHB), 
recommend developing indicators across five 
domains, including social-emotional health, to be 
used as a guide to implement and evaluate cross 
system initiatives in ECCS states.6
All of these efforts provide a foundation for building 
a monitoring system for child development, includ-
ing social-emotional development, that can be as 
robust and meaningful as other well-established 
public health monitoring systems. 
In 2009, the Project Thrive working group pub-
lished Indicators for Social-emotional Development 
in Early Childhood: A Guide for Local Stakeholders7 
which may serve as a companion piece to this 
report. States may wish to use these two documents 
together because integration of state and local indi-
cators is crucial to developing a meaningful and 
useful system of monitoring the social-emotional 
well-being of young children across the population. 
For an example of how localities and states can work 
together to develop and use indicators, see the box 
on Arizona to the right.
  ARizOnA 
How Local Entities and States Can Partner  
to Develop indicators
First Things First, Arizona’s early childhood initiative, 
provides other states with an example of how to coor-
dinate local and statewide indicator development. 
Early in the initiative key measures were identified 
that the state and individual regions* would use to 
measure the success of the initiative. One of the key 
indicators in the health domain was the total number 
and percentage of children with insurance coverage, 
including dental and mental health. The First Things 
First model was decentralized with regions of the state 
planning and allocating funds based on local needs. 
Regional planners found that they had very little infor-
mation on whether this key indicator was being met in 
their region. 
This spurred regional and statewide planning to iden-
tify the best method to obtain needed data. St. Luke’s 
Health Initiatives, a Phoenix-based public founda-
tion, conducted the Arizona Health Survey to inform 
Arizona health policy and support strength-based 
community development. To provide data for the 
key indicator, First Things First’s board and regions 
partnered with St. Luke’s Health Initiatives to allocate 
some of its statewide and regional funds and gather  
representative data for local areas. Collaborating 
with an entity that already collected data, the First 
Things First project gained information by building 
on an established process. St.Luke’s Health Initiatives 
expanded their sample to include a population not 
previously examined and ensured quality measure-
ments. By partnering on an existing survey, the early 
childhood initiative was able to collect data while 
minimizing costs, frequency and duplication often 
associated with data collection. 
__________
*For this initiative Arizona was divided into regions based on service 
utilization, not county or any other government entity.
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Identifying Indicators in the Social-emotional Domain
In 2008 Project Thrive reviewed initial state experi-
ences in developing indicators and published Short 
Take No. 7 “State Indicators for Early Childhood.” 
Short Take No. 7 recommended 36 indicators 
across the five domains of ECCS as examples of a 
comprehensive set of indicators that states could 
assemble from existing sources to monitor their 
state early childhood initiatives.8 In this report we 
take a closer look at state efforts to develop indica-
tors that address one of those domains: social and 
emotional well-being of young children. We attempt 
to describe the strengths and limitations of states’ 
efforts to support the social-emotional well-being 
of young children at the individual child and family, 
community, and state levels for children served by 
multiple systems (health, early care and education, 
child welfare). The critical questions that we asked 
were: 
1. What indicators of social-emotional 
development are states using? 
2. How were these indicators chosen? 
3. What factors facilitated their selection?
In addition to finding out which indicators states 
chose to reflect well-being in the social-emotional 
domain, we were also interested in the process for 
selecting these indicators, which often included the 
rationale behind the choices. We were guided by 
questions such as:
♦	 How did states chose these indicators and what 
facilitated or hindered their selection in light 
of limited resources and the range of choices 
available? 
♦	 Did states develop a new indicator rather than 
choose an existing indicator? 
♦	 Did some states choose a composite measure 
(combination of indicators as a means to 
more accurately reflect social-emotional 
development)? 
Efforts to select indicators will prove most valuable 
if they utilize resources efficiently, produce mean-
ingful information and provide a degree of stan-
dardization to facilitate comparisons across com-
munities, states, and the nation. 
In creating this list of indicators for social-emo-
tional development, Project Thrive researchers built 
on the Thrive Short Take No. 7, using the recom-
mended indicators relevant for social-emotional 
development. The investigators then added indica-
tors in areas where research suggested there may 
be relevance to social-emotional development and 
for which data was readily available and feasible 
to collect at multiple levels. After considering the 
significance and meaning of each indicator, a list 
of seven indicators was compiled (see suggested 
indicators box on page 7). A list of seven indicators 
was compiled. This list reflects research findings 
on the factors that might impact social-emotional 
development and could consequently serve as useful 
benchmarks for assessing system functioning, dis-
parities, and implementing intervention strategies. 
Each indicator is derived from available research. 
Although this list is not exhaustive for the assess-
ment of early childhood social-emotional develop-
ment at the population level, it provides examples of 
the possible sources from which states could draw. 
The approach builds significantly on the work of the 
School Readiness Project and Mark Friedman. 9
♦	 Research shows that maternal depression poses 
increased risks not only for young children’s 
social-emotional development, including 
behavioral outcomes, but also their cognitive 
and language development and their health 
outcomes.10 Screening and subsequent treatment 
for maternal depression where indicated and, 
when fully integrated into settings where parents 
frequent, are associated with improved outcomes 
for both mothers and their children.11 
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♦	 Developmental screenings for children that 
included social-emotional development using 
a validated screening tool were associated with 
significant improvements in identification of 
children in need of services and increased the 
numbers of very young children identified and 
referred.12 A lack of community-based early 
childhood mental health capacity appears to 
stifle referrals and exacerbate exclusions of 
young children from pre-school settings because 
of behavioral problems.13 
♦	 A significant development in the children’s 
services literature was establishing the link 
between pre-school expulsions and mental 
health consultations.14 Research has linked 
mental health consultation that is integrated into 
child care settings with improvement in child 
behaviors, staff and program competence, and 
quality of services.15
♦	 A significant body of research supports the 
increased risk to social-emotional development 
by both childhood victimization (represented 
by the rate of substantiated child abuse and 
neglect) and the stability of placement if a child 
is removed from the home (the proportion of 
young children with two or more placements in 
24 months).16 In addition, placement stability 
represents a major goal for the child welfare 
system: permanency. 
♦	 One other indicator, which is new to the NCCP 
list, is the percentage of child care centers with 
good or excellent ratings on the social-emotional 
component of classroom assessments in state 
quality improvement initiatives such as QRS/
QRIS. 
The fourth indicator recommended in our local 
level report was related to implementation of effec-
tive curricula for social skills development. In this 
report for states, we have suggested this indicator 
in recognition of the growing number of states with 
quality rating systems (QRS/QRIS) or quality pro-
moting initiatives in place for early care and educa-
tion settings.17 The QRS/QRIS system represents an 
opportunity to collect data in the domain of social 
and emotional wellness in early care and educa-
tion settings. Many of the current, statewide QRS/
QRIS systems have incorporated the ECERS-R as a 
means to measure quality. This environmental rat-
ing, although not perfect, includes an assessment 
of teacher-child interaction to capture the social-
emotional environment. Data from this part of the 
assessment could provide states with a picture of 
how well social-emotional development is being 
promoted in early care and education settings across 
the state. However, a recent study conducted by 
NCCP indicates that this potential may not be fully 
realized. Of the 17 states with QRS/QRIS systems 
that participated in this study, less than 25 percent 
targeted social-emotional development for quality 
improvement efforts.18 
Suggested indicators for Social-emotional 
Development
1. Percentage of mothers of children under age 6 
who are screened and referred for depression
2. Percentage of children under 6 who receive devel-
opmental and mental health screenings
3. Percentage of early care and learning environ-
ments that have access to ongoing health or 
mental health consultation
4. Percentage of child care centers with good or 
excellent rating on SE component of classroom 
assessments in state quality improvement initiative, 
such as state QRS/QRIS
5. Rate of children under age 6 who are expelled 
from child care or preschools due to behavioral 
problems
6. Percentage of children birth to age 6 in out-of-
home placement (foster care) that had no more 
than two placements in a 24 month period
7. Rate of substantiated cases of child abuse and 
neglect among children birth to age 6
8 National Center for Children in Poverty
current State of progress
In spring 2009 Project Thrive conducted an inter-
net-based survey to see how ECCS grantees were 
progressing in their goal to develop indicators. 
Fifty three states and territories received grants 
from the Maternal and Child Health Bureau of the 
Department of Health and Human Services to plan, 
coordinate and support efforts to develop strate-
gies to ensure the health and well-being of young 
children.19 
Methodology
An initial email was sent with the invitation to 
the survey to all ECCS coordinators current email 
addresses. Subsequently, two email reminders to 
complete the survey were sent. The response rate for 
the survey was 71 percent.
The survey consisted of 12 content areas that covered 
the state’s experience in developing indicators with 
a specific focus on the social-emotional domain. 
Questions about the coordinator’s experience and role 
were asked and space was provided for respondents to 
share their experiences with indicator development.
The survey was successfully sent to 51 ECCS grant-
ees (state and territorial) via email with a link to an 
on-line survey program. Fifty individuals opened the 
survey and 36 (71 percent) completed the survey.
In 2009 Kansas ECCS coordinator Jackie Counts real-
ized that her state had developed a list of 41 indicators 
with no clear way to move forward. She convened 
the ECCS steering committee and other interested 
stakeholders to systematically review the merits of 
each indicator using a results-based accountability 
approach,20 made operational by evaluating each indi-
cator on its merits. First, the indicators were organized 
into the five domains of early childhood: health, early 
care and education, family support, social-emotional 
development, and parenting. Next, committees formed 
to address each of the domains, then examined each 
indicator in their domain and ranked it using a numeric 
system (1-4) for how it addressed the following criteria 
developed by Friedman and associated with results-
based accountability: 
Communication Power – Does the indicator communi-
cate to a broad range of audiences? Is it easily under-
stood by the public, policymakers, and media? Does it 
measure or reflect something that is widely understood 
as a problem or remedy?
Proxy Power – Does the indicator say something of 
central importance about the result? Does the indicator 
also reflect associated factors and risks? For example, 
infant mortality is an indicator considered to be a 
reflection of maternal and infant health, of premature or 
low birth-weight, and of access to a healthy environment 
and high quality health services.
Data Power – Are data routinely available on a timely 
basis? Are these data reliable and standardized? Do 
we have both a valid numerator and denominator for 
calculating rates? If not, is the need for this indicator 
feasible and important enough to be put on the agenda 
for data development?
Data Development – Is the information critical enough 
to require a new measure to be created? How can data 
for this measure be collected by building on already 
existing data collection mechanisms? What case can be 
made for expending money to find this information? 
Once the ranking was complete each committee summa-
rized their evaluation and decided on the indicator 
that best fit the specific early childhood domain. Each 
committee reported back to the Steering Committee that 
made the difficult final decisions on which indicators to 
include and exclude using the lens of communication, 
proxy, and data power data development. In the end, 
they settled on eight indicators that everyone agreed 
were meaningful, achievable, and deemed important 
for the children and families in Kansas.21
State indicator Development
     KAnSAS
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Follow-up telephone interviews were conducted in 
late 2009, with a sample of states at varying stages 
of indicator development. Invitations were sent to 
24 states that had completed the on-line survey and 
phone calls were completed with six states based on 
response to the invitation. 
Results
Of the 36 states that responded to the survey, 
approximately two-thirds had developed a list of 
cross-system indicators. Eighty-seven percent of 
states had adopted at least one indicator reflective 
of social-emotional development similar to already 
published lists such as those compiled in NCCP 
documents.22 (See Figures 2A  and 2B)
Table 1 shows the frequency of each social-emo-
tional indicator adopted. Of the adopted indicators, 
the most common was for substantiated child abuse. 
Ten states responded that they had adopted an indi-
cator or indicators outside the list of those recom-
mended by NCCP and Project Thrive in 2007. Six 
of these states reported that they were attempting 
to use some form of kindergarten assessment with 
a social-emotional component. Therefore, kinder-
garten assessment is listed as a separate indicator in 
Table 1 (see appendix for an example of a state using 
a kindergarten assessment).
Four of the 20 states with indicators for social-emo-
tional development chose to adopt a single indica-
tor, specifically, substantiated child abuse. Most 
states chose to adopt multiple social-emotional 
indicators with seven states adopting three.
Follow-up phone interviews with selected states 
formed the second stage of data collection. Project 
staff sought to understand the key factors associated 
with whether a state progressed in the development 
or identification of indicators and mechanisms for 
data collection. Key themes that emerged from 
those interviews are presented below. 
Figure 2A: Respondents with a state adopted list of indicators*





Figure 2B: State indicator list contains 1 or more indicator 
for social-emotional development*

















Number of SEI adopted
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Table 1: number and Proportion of States Who Adopted Selected indicators
Social-emotional indicator adopted* number of states 
that adopted indicator✝
Percentage of states 
that adopted indicator 
Child abuse rate 17 85% 
Dev/MH screenings 8 40%
MH consultation in ECE 6 30% 
Foster care stability 5 25% 
Expulsion from ECE 3 15% 
Maternal depression screening 2 10% 
Kindergarten assessment of social-emotional skills 6 30%
*Abbreviated here to denote any indicator that involved the larger category- could have been just a number, a percentage, or a rate or a slight variation from 
the suggested list. 
✝	Out of 20 possible states.
♦	 ECCS grantees who reported that their state had 
progressed to creating a list of indicators and 
collecting data were likely to have: 
 – participated in the “Getting Ready” state initia-
tive or had another group in the state that had 
been working on indicators prior to the forma-
tion of their ECCS;23 and 
 – partnered with either a department in state 
government or an academic institution in their 
state to help with indicator development. These 
partners often brought “data crunching” exper-
tise to the table.
♦	 The ECCS grantees reported that the existence of 
an agreed-upon list of indicators did not neces-
sarily lead to the collection or development of data. 
 – In one state an ECCS-adopted list was deemed 
unwieldy and unfeasible for development, thus 
compelling a revision.
 – According to an ECCS coordinator, “The first 
list was basically scrapped. They had indicators 
on it with no way of finding the information 
desired.” 
♦	 For ECCS grantees with no list, coordinators 
reported that the task appeared daunting. Several 
factors contributed to a lack of progress. 
 – The ECCS coordinators in these states tended 
to be individuals with program background, 
but who were unfamiliar with public health or 
epidemiological concepts and methods.
 – Steering committees in these states had an 
orientation toward, and a greater focus on, 
program implementation and activities rather 
than data or information gathering and analysis.
 – There was no other statewide group with an 
established track record on childhood indica-
tors from which to build.
Analysis
The high likelihood of states having adopted at least 
one indicator in the social-emotional domain is 
encouraging. Social-emotional indicators are rela-
tively new compared to others for early childhood. 
Their inclusion in state-developed lists suggests 
that the leadership of the ECCS was serious about 
including all domains. However, this finding is diffi-
cult to generalize because of the potential for bias in 
the survey response. A state with a social-emotional 
indicator may have been more likely to respond to  
a survey on the topic than a state without one.
It is not surprising that substantiated child abuse 
was the most common indicator adopted. It is 
required under the Child Abuse Prevention and 
Treatment Act (CAPTA 1996) that this data be 
reported to the federal government by each state.24 
In addition, this indicator represents measurement 
at the far-end of the spectrum which is often more 
readily available (see Figure 1). 
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The finding that states pursued more technically 
difficult indicators to measure, such as rates of 
developmental and behavioral screening and the 
provision of mental health consultation in early 
care and education, is encouraging. Most states that 
selected these indicators performed some degree of 
data development and cross systems work to collect 
the indicators. 
Almost half of the responding states adopted three 
or more indicators of social-emotional well-being. 
We interpreted this development as evidence that 
states were starting to move beyond measures at 
only the furthest end of the continuum. These 
additional indicators reflect movement toward a 
broader, more population-based range of indicators 
for social-emotional development and health (see 
Figure 1).
Social-emotional skills at kindergarten entry stand 
as an example of an additional indicator that states 
have adopted at the population level and one that 
also signals child- and family-level outcomes. This 
indicator holds potential as a way to assess both 
social-emotional well-being and opportunities for 
system responses. Data from child developmental 
assessments at a population level can identify com-
munity strengths and areas for improvement. This 
provides a mechanism for accountability and qual-
ity improvement to optimize child development 
and fits into an ecological view of health and mental 
health promotion25 (see Appendices 1 and 2, which 
describe two state examples of the adoption of such 
an indicator). 
Opportunities and challenges states encountered 
when developing social-emotional indicators were 
reported during the phone interview component of 
the study. The existence of a school readiness initia-
tive in a state before the receipt of an ECCS grant 
proved to be a major facilitator of indicator develop-
ment in the social-emotional domain. This finding 
also suggests that states with no prior initiative in 
place may need specific technical assistance or addi-
tional funding to be successful. 
Survey participants also described the challenges 
associated with indicator development. Challenges 
ranged from barriers posed by lack of expertise 
and knowledge on indicator development, to access 
to appropriate data and data systems, to systems-
related obstacles such as financing and account-
ability. Specific questions regarding indicator 
development included the availability of data, lack 
of clarity about definitions of indicators, and lack of 
knowledge on how to measure specific markers of 
progress. States that were most able to address these 
data challenges had partnered with universities, 
non-profit institutes, or state agencies that had 
extensive experience with data collection, interpre-
tation, and development. Top systems-related chal-
lenges ranged from lack of funding for the develop-
ment of indicators, to data being held in different 
agencies where there may be a reluctance to take 
a cross-systems approach, to confusion over the 
purpose and importance of indicator development. 
Staff turnover, changing environments and chang-
ing fiscal conditions within states were also major 
contributors to the system challenges. 
State indicator Development
     MiSSOuRi
The Missouri ECCS team has always had a close 
working relationship with the Institute of Human 
Development at the University of Missouri, Kansas 
City. Although the institute has contracted to provide  
a variety of technical assistance to ECCS, the rela-
tionship has proved critical to the task of indicator 
development. The ECCS Coordinator reported that 
the academic partners’ knowledge and expertise was 
pivotal in: 
• defining the available data sets;
• understanding how the data collection process  
was going to work at the local level;
• providing continuity given turnover in state 
personal; and
• keeping focused on the practical, achievable 
indicators.
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creating Quality Indicators 
Many states have challenges when developing indi-
cators in the social-emotional domain given the lack 
of infrastructure in place to gather such informa-
tion. Some key steps in choosing indicators and 
creating a system to collect them include prioritiza-
tion, feasibility, and ensuring the quality of the data. 
Below we review these steps. 
Identifying Priorities
Finding a place to start can be a daunting task 
when developing indicators. States can prioritize 
developing an initial group of indicators to facili-
tate momentum and make the task achievable. The 
seven indicators described in this report have been 
put into three categories: 
1. health care system promotion and prevention: 
screening mother and child for mental health 
and social-emotional development;
2. early care and education system promotion and 
prevention: supporting social-emotional devel-
opment in young children; and
3. child welfare system promotion and prevention: 
prevention of abuse and providing a stable envi-
ronment for children in foster care.
A state can assess where its strengths and needs are 
and, together with the multiple stakeholders in a coor-
dinated system of care for children, prioritize a start-
ing point. Figure 4 can help guide states through the 
decision making process of prioritizing indicators.
Finding Data
The next step is to identify where data may be 
located within local and state governments and 
public systems. Because each state has various insti-
tutions specific to that state, it is difficult to give a 
road map of exactly how to find the data in a given 
state. However, it is possible to provide guidelines 
that can be applied to many different indicators and 
states. 
♦	 Look for a population of focus where some 
information may be found initially.
 – Information may be available about Head 
Start settings due to their national reporting 
requirements.26
♦	 Ask regulatory agencies what information they 
already have and what information they have the 
potential to collect. 
 – Information on early care and educa-
tion settings may be accessible through a 
Department of Health that is responsible for 
licensing child care settings.
♦	 Examine national information data sets or 
surveys. 
 – Child and Family Service Reviews (CFSR) can 
give state level data, but not county level data, 
for the percentage of children birth to age 6 
in out-of-home placement (foster care) with 
no more than two placements in a 24 month 
period (Thrive Indicator No. 6).27 The reviews 
also measure child and family well-being for 
children in the child welfare system. Ideally, 
state decision makers would want informa-
tion at both levels, but the CFSR can provide a 
starting point for tracking at the state level.
 – The National Children’s Survey gives state level 
information every other year based on a repre-
sentative survey on the use of developmental 
screening in the health care system.28
♦	 Tap available resources within your state for data 
expertise:
 – a department of epidemiology at a state health 
or mental health department;
 – a department or center of a local university 
or college focused on public health or results 
based initiatives; and/or
 – a non-profit committed to early childhood 
issues with specific resources in this area.
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Ensuring High Quality Indicators
Once a state has prioritized and identified possible 
sources of information, steps can be taken to ensure 
high quality indicators. Important markers of high 
quality include:
♦	 a clear definition with delineated population and 
a set time frame;
♦	 representing the indicator as a percentage or rate;
♦	 information based on accurate data collection; 
and
♦	 steps in place for calculating and under-
standing the baseline, changes over time and 
interpretation.
Clear indicator definitions are essential so the 
information used in the baseline, tracking and later 
decision-making process is valid and accurate. 
Indicators are most useful when they can be fol-
lowed over time and used to compare across dif-
ferent communities or states. If the values used are 
listed as the number of occurrences and not in the 
form of a rate or percentage (with a numerator and 
a denominator) it becomes more difficult to analyze  
shifts in populations over time or comparisons of 
different sized states or counties. 
Figure 4 : Framework for getting started
indicator 2
indicator 1 Who has access to the data?
What can we track over time?
What is important to families?
What is important to professionals?
What is important to community leaders?
What time constraints do we have?
What budget constraints do we have?
What is happening at the state level?
What can we do quickly?
What will take a long time?
What indicator/system category  










Resources for Developmental Screening 
indicators
The Commonwealth Fund has led efforts to improve 
developmental screening for children through their 
ABCD initiative. They recently published a framework 
developed by researchers from the UCLA Center for 
Healthier Children, Families and Communities to 
measure developmental services at the state, county, 
local, provider, and even individual level. This method 
may be of keen interest to state ECCS directors who 
are grappling with the concept of measuring the 
developmental services provided in their state.29
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Since indicators are often taken from information 
gathered for other purposes, it is important to know 
the accuracy of the original documentation. Birth 
and death certificates are considered very accurate; 
school records on history of vaccination may be less 
so. It is important to understand where the informa-
tion originated and how reliable it is before making 
decisions on using the indicator. 
Once an indicator is clearly defined, presented as a 
percentage or rate, and found to be based on high 
quality data collection, the next, most difficult, 
part of indicator development occurs: establishing 
a baseline and tracking changes. Baselines for an 
indicator without prior data available, such as pre-
school expulsion rate, may take states a couple years 
to establish. A more accurate picture is likely to 
emerge when a state or other entity counts and then 
averages the number of children who are expelled 
over four or five years rather than initially compar-
ing expulsions in two consecutive years. Other more 
general population indicators, such as the percent-
age of children receiving developmental and mental 
health screening with a validated tool, are amenable 
to having an established baseline the first year of 
collection.
Tracking changes must also be carefully considered 
for each indicator. For example, if the rate of sub-
stantiated child abuse increases by 50 percent, what 
does this tell us? Is it that more cases of abuse are 
identified (as in fewer “missed”) or is it that more 
cases of abuse are occurring, and the same percent 
of all cases is being reported? Context is important. 
Knowing and understanding local conditions and 
history is fundamental to interpreting information 
at the early stages of data collection. 
conclusion
States are progressing towards developing an infra-
structure to support data collection and analysis 
that will help further the social-emotional develop-
ment of them and the systems that support young 
children. The task of developing a robust system 
to help understand data and inform planning, 
programming, and policy can be challenging, but 
ultimately achievable if individuals or entities focus 
on the spectrum of social-emotional well-being 
and the quality of indicators. States are taking the 
initiative and creating new ways to think about 
indicator development. This report, together with 
the “Guide for Local Stakeholders: Indicators for 
Social-emotional Development in Early Childhood,” 
which contains more details on indicator develop-
ment, can assist states as they move forward in 
this effort. Other approaches are also being tested 
by some states, including the use of kindergarten 
assessments, which is a potential new avenue with 
the ability to build a system from local, state, and 
federal information.
Quality indicators will enhance a state’s understand-
ing of the well-being of their children. For states 
that are beginning the process, much can be learned 
from the experiences of sister states, some of which 
has been presented in this brief. Also included are 
an appendix with a glossary of terms used in indica-
tor development and a quality indicator check list to 
help vet each indicator proposed. 
By carefully planning the development of the agreed 
upon indicators, including definition, accuracy, and 
interpretation, states can start to put these indica-
tors to use. Assessing, tracking, and intervening on 
the social-emotional domain of early childhood 
development can help improve the mental health 
and learning abilities of young children and future 
citizens. 
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Child and Family Service Review (CFSR): State 
level review conducted by the Children’s Bureau, 
within the United States Department of Health and 
Human Services, to help States improve safety, per-
manency, and well-being outcomes for children and 
families who receive services through the child wel-
fare system. The CFSR monitors states’ conformity 
with the requirements of Title IV-B of the Social 
Security Act as well as provides a mechanism for 
quality improvement of services.1 
Defined Population: Different indicators will have 
different populations to be considered as part of 
the denominator. The defined population could be 
number of child care settings or it could be all chil-
dren under the age of 6, depending on the indicator. 
Denominator: The population that could have had 
an occurrence. Depending on the indicator sug-
gested in this document it could be all children in a 
defined age group that live in a state, or number of 
early care and education settings in a state.
Developmental Screening: In this document means 
the use of a validated screening tool to assess child 
development. The American Academy of Pediatrics 
(AAP) Guidelines on the use of Developmental 
Screening can be found on their website.2
Indicator: In results-based accountability terms an 
indicator, sometimes called a benchmark, is a mea-
sure supported by reliable and routinely available 
data, that helps to quantify the achievement of the 
desired result.3
 
Maternal Depression: Mild, moderate, and severe 
clinical depression in a mother of a minor child. 
The depression is diagnosed in the mother but the 
presence of the illness causes significant and lasting 
effects on the child.
Mental Health Consultation in Early Care  
and Education: “Early childhood mental health 
consultation aims to improve the ability of staff, 
families, programs, and systems to prevent, identify, 
treat and reduce the impact of mental health prob-
lems among children from birth to age 6 and their 
families.”4 This intervention requires collaboration 
among mental health consultants, parents and/or 
caregivers, and ECE staff.
Numerator: The number of occurrences. It could be 
the number of children screened or the number of 
early care and education settings with mental health 
consultation, depending on the indicator suggested 
in this document. 
Outcome: The result of an intervention; a measure-
ment taken to assess the effectiveness or conse-
quence of a specific action or occurrence; or a type 
of indicator referring to an endpoint status of a 
child or mother, rather than a program or process. 
Quality Rating Improvement Systems: In early 
care and education a QRIS (sometimes referred to 
as a QRS) is a system that rewards early care and 
education settings for achieving set quality goals 
with recognition of that achievement and provides 
parents (consumers) with the information to make 
knowledgeable decisions regarding quality.5
appenDIx 1
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Rate: A ratio that is calculated to take time into 
account. Commonly denoted as occurrences per 
100 (or 1,000 or 10,000) per year. 
Ratio: The number between zero and one that 
you calculate by dividing the numerator by the 
denominator. Multiply the ratio by 100 to obtain 
percentage. 
Social-emotional curriculum: Evidence-based or 
research informed curriculum for enhancing social-
emotional skills in an early educational setting. 
Examples include but are not limited to Tools of the 
Mind, REDI-Head Start, and PATHS.6
Social-emotional development: A domain of early 
child development that describes the acquisition 
of the skills for interacting and maintaining rela-
tionships with others. Important competencies in 
social-emotional development are self-awareness, 
self-regulation, empathy, and emotional under-
standing. These competencies are essential in devel-
oping initiative in learning and leading to quality 
interactions with adults and peers.
Substantiated cases of child abuse or neglect: The 
result of an investigation in the child welfare system 
where disposition concludes that the allegation of 
maltreatment or risk of maltreatment was sup-
ported or found by state law or state policy. This is 
the highest level of finding by a state agency.7
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Since 2000, North Carolina, with support from the 
Commonwealth Fund, has been strategic in their 
efforts to improve statewide and local ability to 
identify children with developmental delays, includ-
ing delays or difficulties in social and emotional 
development. The state has implemented a qual-
ity improvement effort to support the appropriate 
use of validated developmental screenings in child 
health care settings. This strategy has provided a 
model for the rest of the nation. 
North Carolina built on the developmental screen-
ing effort already underway to identify a social-
emotional indicator. They are one of the states using 
a type of kindergarten assessment to build a social-
emotional indicator. The form of assessment is based 
on the required medical form completed by health 
providers for all kindergarteners entering school. 
On their Kindergarten Entry Physical Examination 
form, the state has included a section that requires 
the child health care provider to record results of 
a multi-domain developmental screen broken into 
separate components. The types of developmen-
tal screens that a provider can use in order to be 
reimbursed by Medicaid are limited to designated 
validated screens. This limit is set by the Medicaid 
agency and reflects the state’s EPSDT screening 
standards. 
From this kindergarten entry physical examination 
form with developmental screening information, 
data can be aggregated. The scores for social-emo-
tional development on the screen can create a state-
wide population-level indicator. 
The effort has not been without challenges. The 
form is not submitted electronically, because neither 
the health care nor the education systems can cur-
rently support a completely digital format. Therefore 
the information needs to be entered by hand. This is 
not unusual for school entry forms used across the 
country for health care information, such as data on 
vaccination compliance or weight. 
Incomplete forms have also been an issue, where 
the developmental screen section is omitted by 
the health care professionals. But local efforts to 
improve reporting have helped. Anecdotally, local 
leaders tell of winning health care professionals over 
when the professionals come to appreciate the abil-
ity to communicate their developmental concerns 
via the form to the school personal. Practitioners 
are also heartened that the information they are fill-
ing out is actually being collected to have meaning 
and use. 
Ideally, once some of the initial operational hurdles 
in the system are resolved, North Carolina will 
have an information infrastructure containing a 
developmental assessment with a validated tool for 
every kindergartener. One could imagine this sys-
tem moving to include preschoolers and children in 
early care and education settings. 
The benefits to be accrued as a result of implement-
ing such a system of screening and monitoring are 
many, given the information being collected both 
at the individual and population levels. In addi-
tion, both the scale of this endeavor and the lessons 
learned will allow others to replicate the process. 
Twenty-five states, the District of Columbia and 
Puerto Rico have worked with the Commonwealth 
Fund and their ABCD initiative to improve devel-
opmental screening. It is possible that all of those 
states and territories could also work to create a 
social-emotional indicator based on their develop-
mental screening work. By working with the ABCD 
initiative with these 25 states, ECCS grantees can 
take advantage of the lessons in data collection 
methods learned in North Carolina. 
appenDIx 2
north carolina’s Social-emotional Indicator Development using Kindergarten entry medical forms
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appenDIx 3
rhode Island’s Social-emotional Indicator Development using Kindergarten assessment Information
For over 10 years the Department of Education 
(DOE) of Rhode Island, in conjunction with the 
Center for School Improvement and Educational 
Policy at the University of Rhode Island (URI), 
has conducted a survey of students across multiple 
grades in the state. They have used the SALT Survey, 
School Accountability of Learning and Teaching, 
known nationally as the High Performance Learning 
Communities (HiPlaces) Assessment. 
When the state’s ECCS realized the value of infor-
mation within the SALT Survey, they were able to 
collaborate with the Department of Education and 
URI to identify components in the teacher assess-
ment that reflected the state of children’s social-
emotional development upon kindergarten entry. 
 
Rhode Island ECCS teamed with the URI research 
staff and identified questions in the kindergarten 
teacher assessment that best fit the development of 
a social-emotional indicator. Research staff at the 
university were then able to examine the reliability 
and accuracy of pulling out the specific data. ECCS 
and research staff worked together on a yearly basis 
to track changes at the population level across all 
kindergarteners entering school in Rhode Island. 
This arrangement had no additional overhead 
cost, only that which was already in place for the 
administration of the SALT survey and the ECCS 
team. Because it encompassed all children in Rhode 
Island, there were no concerns regarding represen-
tativeness of the findings.  
As a result of this collaboration, Rhode Island 
adopted the following social-emotional indicators: 
♦		Rate of kindergarten students who have difficulty 
working with others;
♦		Rate of kindergarten students who are disruptive 
in class; and
♦		Rate of kindergarten students who are overly 
aggressive to peers.
This example speaks strongly to the importance 
of communication and knowledge of the many 
systems that serve and collect data on children. In 
larger states, it may not be feasible to survey every 
child or use such an extensive evaluation as the 
SALT Survey. The take home message is to find out 
if another department or system may already be col-
lecting information that can be accessed and used 
in a different manner. Through collaboration and 
cross-system work, the information in the DOE was 
accessed and utilized by the Rhode Island ECCS 
grantees working across health, early education and 
social care.
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